Although more schools are offering mental health programs, few studies have involved the school community in research to improve their successful implementation. In this communitypartnered study, focus groups were conducted with school staff and parents to explore issues related to community engagement and feasibility of a mental health intervention for elementary school students exposed to trauma. Four educator focus groups, including 23 participants, and 2 parent focus groups, consisting of 9 Spanish-speaking and 7 English-speaking parents were conducted. Participants discussed facilitators and barriers to successful implementation of the program. Participants identified the importance of pre-implementation parent education, raising awareness of the impact of student mental health among educators, maintaining ongoing communication during the intervention, and addressing logistical concerns. Participants described clear considerations for parent and educator engagement, both at the pre-implementation phase and during implementation of the program. Implications for next steps of this community-partnered approach are described.
Childhood Trauma Prevalence, Impact, and Treatment
Exposure to traumatic events and interpersonal violence is a growing concern, [1] [2] [3] with estimates that 20 to 50% of American children are victims of trauma within their families, at school, and in their communities. 4 Recent studies suggest that 40% of 8-11-year-old elementary school children reported having their life threatened, 5 and 68% of adolescents have experienced at least one potentially traumatic experience in their lifetime 6 ranging from physical abuse, sexual abuse, and exposure to domestic or community violence. Moreover, children in vulnerable populations such as low-income urban youth and immigrant children, have often been exposed to multiple traumatic events and secondary adversities. [7] [8] [9] Studies have documented the broad range of negative sequelae of trauma exposure for children, including posttraumatic stress disorder (PTSD), 10, 11 anxiety, 12, 13 and depression. 10, 14 Further, trauma exposure is related to impairment in school functioning and more school absences, 15, 16 decreased rates of high school graduation, 17 and aggressive and delinquent behavior. 18 Although not every child exposed to a traumatic event goes on to develop a psychological problem, there is little doubt that these experiences are harmful for many children.
To mitigate the long-term effects of violence exposure, effective psychosocial interventions for trauma-related symptoms in youth, such as Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 19 and Cognitive Behavioral Intervention for Trauma in Schools (CBITS) 20 have been developed. Despite a clear imperative to identify and broadly disseminate effective psychosocial treatments for traumatized children and their families, 21 few youth, especially low-income minority youth, receive early interventions to prevent negative developmental outcomes from exposure to trauma. 22 
Schools, Access, and Mental Health Disparities
Despite effective cognitive-behavioral interventions, many children are left untreated. Currently, only about 20% of children in need of mental health services are accessing these services. 5, 23 Consistent with the Surgeon General's National Action Agenda for child mental health services, it is crucial to bring more evidence-based treatments into naturalistic settings, such as schools to reduce mental health disparities and increase access to services. 24 Of those children currently accessing mental health services, three fourths of them receive care through the education sector. 25 In a recent study, students in post-hurricane New Orleans were screened for trauma-related symptoms and randomized to clinic-based TF-CBT or school-based CBITS. Despite major efforts to engage families and overcome logistical obstacles, only 12% of those assigned to TF-CBT completed treatment, compared to 93% of those assigned to CBITS. 26 Clearly, quality schoolbased programs have the potential to reduce barriers to accessing services and impact many students in need of intervention.
School-based services may be particularly important for underserved ethnic minority youth who traditionally are less likely to receive such services, despite increased risk for violence exposure and mental health problems due to risk factors including poverty [27] [28] [29] and community fiscal factors. 30 Latino children, in particular, are at risk for not receiving mental healthcare, 5 due to disproportionate numbers without health insurance, parental preferences, help-seeking patterns, and an unrecognized need for services. [31] [32] [33] [34] Delivering mental health services through the school system can address key financial and structural barriers that often prevent low SES and ethnic minority children from receiving needed services. 35 
Implementation Facilitators and Barriers
Although school-based services can increase access to quality mental healthcare for children, the implementation of those services is also crucial for positive child outcomes. Successful treatment of children depends both on effective interventions and effective implementation strategies. 36 Without successful implementation, even a highly effective intervention will result in inconsistent use and poor outcomes. 37 Given the multiple layers of systems involved in a school setting, a critical area of focus for school-based mental health services is the development of engagement strategies across the multiple stakeholder levels, including district and school administrators, mental health service providers, educators, parents and families, and students. 38 In fact, Langley and colleagues 39 found buy-in from parents, administrators, and teachers to be among the top implementation barriers for clinicians trained to implement a school-based intervention for trauma (CBITS). Without a multifaceted approach, organizational change needed for successful implementation and sustainability will not occur. 37 
Mental Health Engagement Strategies in the School Setting
Both teacher and parent engagement are important for successful implementation in schools. Community-partnered research has highlighted the importance of gaining buy-in from teachers. 40 Without such buy-in, logistical issues such as pulling students from class, become larger barriers to implementation success. 40 Though parent engagement in education and mental health services has proven challenging, it is recognized as key to successful programs. 41 Parental perceptions of discrimination, 42 parental perceptions of teacher outreach, and parent language 43 are frequently identified as barriers.
Mental health services engagement strategies that include exploration of parental concerns and beliefs about treatment, adjustment of logistical barriers, and highlighting parental strengths, have demonstrated significant reductions in no-show rate for first appointments in clinic settings. 44 Relational engagement, utilizing existing or building relationships among parents and school staff to foster involvement, increases engagement of immigrant families. 45 Further, working toward collaborative relationships among students, parents, and school personnel benefits both the school and families 45, 46 and may further facilitate effective implementation of a school-based intervention.
Current Study
Few have studied the role of engagement of educators and parents in mental health service implementation in school settings. Through a community-participatory partnered research (CPPR) approach aimed at adapting and implementing an intervention for multicultural elementary school students exposed to traumatic events, the current study builds on previous work by exploring and outlining key engagement factors relevant to successful implementation. The research partnership included an iterative process to develop both the content and implementation plan for the Bounce Back Program based on input from multiple levels of stakeholders.
The Bounce Back Program was developed as an extension for younger elementary school students of Cognitive Behavioral Intervention for Trauma in Schools (CBITS), a school-based group intervention found to be effective in treating PTSD and depression in middle school youth exposed to a broad range of traumatic events. 5, 47 From its inception, CBITS was developed with equal partnership between school district clinicians and community members, administrators, and clinician researchers. Likewise, the Bounce Back program followed the same CPPR model in elementary schools, including the focus groups described in the current study.
Specifically, this focus group study was conducted to gain perspective from parents and school stakeholders on: (a) issues related to improving parent consent and engagement in parent psychoeducation sessions, (b) factors related to effective implementation of mental health services in multicultural elementary schools, and (c) perceived need and attitudes toward mental health services.
Method
Participants Focus group participants were recruited through an existing community partnership with four title I elementary schools in Southern California. Four staff focus groups consisted of elementary school educators, administrators, and program staff. Across the four schools, school staff focus groups included 23 participants (six teachers, six school mental health clinicians, three principals, five schoolcommunity liaisons, and three on-site school-based childcare providers). Two focus groups were also conducted with parents from the four elementary schools, which consisted of nine Spanish-speaking parent participants in one group (100% female; 100% Latina) and seven English-speaking parent participants (86% female; 43% African American, 43% Caucasian, 14% Latino) in the other. Parents were ethnically and socioeconomically representative of the district's diverse demographics.
Procedures The principal from each elementary school was asked to nominate a senior administrator, a school counselor/psychologist, up to two teachers, and a school safety officer or after school childcare provider to attend the staff focus group. The school principal and schoolbased mental health clinicians from each of the four schools were asked to nominate one to two English-speaking parents and one to two Spanish-speaking parents to participate in the parent focus groups. A licensed clinical psychologist (AL) led the six focus groups, which consisted of five to nine participants per group and one member of the research team who observed (AR). A semistructured focus group guide was used, which covered the following topics: (a) perceived mental health service need, (b) engaging parents and educators, (c) implementation issues, and (d) developmental and cultural appropriateness of the content and format of the school mental health program under development. All participants received $50 for their time. This study was conducted in compliance with the UCLA Institutional Review Board.
Data analysis All focus groups were audiotaped, transcribed, and reviewed by members of the research team (AL, AR) who were also present during focus groups. Content analyses were used to explore emerging themes relevant to the implementation process. Two research team members reviewed transcriptions and process notes from the moderators and came to consensus on emerging themes. A qualitative data analysis software program was utilized, ATLAS.ti tm 5.1, for preliminary coding of the focus group transcripts for major domains of inquiry based on the focus group topics. Subsequently, the research team discussed the content of each domain and refined the coding scheme by expanding, collapsing, or eliminating codes until there was consensus. Additional coding was done based on the range of responses within each domain.
Results

Parent engagement
Pre-implementation parent engagement considerations
Pre-Implementation is defined here as the period prior to program roll out that may include engagement of stakeholders/consumers, recruitment, awareness raising, understanding organizational logistics, etc. From the perspective of both parents and school staff members, the following common themes emerged for pre-implementation: (a) the importance of presenting information and describing the program in ways that are clear, reduce stigma, and focus on strengths, (b) the need to address barriers associated with consent and confidentiality, and (c) using existing relationships in the school to reach out to parents. Table 1 Results • The value of having a strengths-based program in the schools:
Domain
"I think talk about the opportunity to identify that particular child's needs and use their strengths." (parents)
• One principal conveyed the idea of a parent workshop, "introducing this as life coping skills which is just another thing that we're trying to provide for your child to make them more successful and have a better life instead of, 'your kid has a problem.'" (staff)
• "you're going to get more resistance than you are participation because when you're speaking of devastation in a family nobody wants to talk about it." (parent)
• "There are cultural differences. I mean, we're talking about parents that grew up thinking: 'I never had mental health resources at school and I turned out okay, so why do we need this?' That kind of attitude, I can't emphasize enough it's a huge barrier." (staff)
• "I think how you talk about it with parents will determine part of the response.
If you talked about
"stress" as opposed to "trauma," it might be easier for parents to get their minds around." (staff)
• A Latino staff member offered that
'mental health' especially in the Latino community, they're going to be like, 'oh that's only for cookoo people,'" and other staff members agreed that any mental health terminology can feel very threatening, "even the word 'social work,'" brings to mind "somebody trying to take their kids away. So I think the universal outreach should be the whole school." (staff) Consent and confidentiality • "It makes a great difference for us when we read things in Spanish if it isn't correctly translated from English to Spanish…sometimes it's a matter of one word to be translated differently. It causes fear in us…this will report me to immigration. It's a simple word. But I think it's very important how they translate it for us." (parent)
• "consent from the father has to take place in order for things to happen, so being aware of that potential barrier in some Latino families." (parent)
• "face to face meetings should include our husbands," and stated that, "As of now, I don't sign anything school related, he is the one who signs grade reports, and he is the one who signs anything permission related, the father." (parent)
• "The guarantee of confidentiality, while we make it, is only as good as the children respect it. And it is a close-knit community, children talk to their parents, they talk to each other. Information does get out;" "Because kids do talk. They're going to go and share it with mom or friends, or other teachers… That's my concern." (staff)
• "…because the stigma and sometimes how teachers talk at lunch and share information… so it depends on how they keep it confidential within the school system and not allow all the teachers to know the details of the students." (parent) Relational engagement • "It's because of the connection the teacher and the child have with one another. So I was agreeable with that and then also how she approached me." (parent)
• "Some of it is key informant kinds of stuff. You work with a group of people who talk with other people and help explain it to them. ELAC [English Learners Advisory Council] sometimes functions as that kind of a group, where the people who come there are more apt to be the ones who seek connections with the schools. But they all know a dozen other people that don't come." (staff) I mean it comes to that, so a lot of teachers I think are a little trepidatious." (staff)
• "I think that the confidence and faith part is huge. I feel like you see programs come in and go off and sometimes it's hard to support a program unless you feel like it's really working and it's going to be consistent and it's going to be there."
• "I think that the teachers could really pave the way, because they are trusted members of the community to help something like this get started and be successful."
Awareness
• "I think the [school] community sees the need. Or I think as a classroom teacher, I see the need. There are children who need someone to talk to and help with strategies to cope with what they're going through." (staff)
• "Really it would be wonderful to have them learn some tools, and be able to sit still and not worry and focus on the class…" (staff) Logistical considerations for school setting implementation • "It would feel less disruptive to me if I had the kids schedule for like the ten week period ahead of time. Because then I could think,' okay when I'm doing that lesson I have to plan something to give Robertito." (staff)
• "It seems it'd be easier to have the same time, because teachers have so many things that they have to worry about schedule-wise and I wouldn't remember if it was switched around-and it seems that's how a lot of teachers think in their heads." (staff)
• "I think 45-60 min would work, but I think the concern about 'Oh, my student will be pulled out of class for an hour a week' will be there." (staff)
• "… since the students that I'm thinking of may already be in some kind of counseling or Special Ed classes so they're being pulled out of other classes." (staff) • "The very end of the day is the ideal time to have the child pulled." (staff)
• "You still might end up with kindergarteners or first graders who are coming from a non-English-speaking home who aren't necessarily going to be comfortable really engaging in a group in English." (staff)
• "…things that we already have in place, it looks much less threatening. It might help us work with people who would otherwise feel a little more hesitant to let us in to work with their kids." (staff)
Presentation of program and information Parents and educators discussed the importance of presenting information in a way that is clear and strength-based. Parents urged providers to "keep it simple" and clear and liked the idea of having the curriculum for the program available. For example, staff agreed that educating on trauma and stress may further facilitate engagement with families, "The psychoeducation piece-I think that component is huge" such as explaining how experiencing stressful and traumatic events may "impact students: the learning, the attendance, test scores." Parents echoed educator recommendations to keep the language accessible and positive. They recommended that emphasis be placed upon "the program's goal to work on the child's strengths." Similarly, staff felt that the content and goals should be aimed at resilience and coping and specifically suggested framing as coping skills for success. They also brought up the fact that students "need some sort of stigma free way of communicating to peers what kind of group that they're in. Skill-building…think solution oriented."
Several parents also noted that there would be more resistance to participate if the language feels too threatening or stigmatizing. Staff emphasized the importance of reducing stigma with particular attention to cultural differences among Latino families. For example, cultural differences in attitudes about mental health: "We're talking about parents that grew up thinking: 'I never had mental health resources at school and I turned out okay, so why do we need this?'" Staff noted various strategies that might reduce barriers and increase engagement, such as discussing trauma in the context of "stress" as that would likely be easier for parents to understand and likewise, allow them to more comfortably discuss the topic. Specifically, a Latino staff member offered that "if they [parents] hear 'trauma' or 'mental health' especially in the Latino community, they're going to be like, 'oh that's only for cookoo people,'" and many staff members agreed that any mental health terminology can feel very threatening, "even the word 'social work,'" brings to mind somebody capable of taking their children away.
Consent and confidentiality
Parents and staff outlined a number of potential barriers related to consent and confidentiality including translation/language of materials and limits to confidentiality. Parents underscored that any program material, including consent documents would need to be translated for non-English-speaking parents and that careful thought about appropriate translation is critical.
In exploring ways to improve informed consent, parents conveyed the importance of providing various means of communicating information and dispelling concerns early on. They encouraged concrete and understandable information about the program be sent home to parents, but also offered through meetings about the program at school. In addition, parents recommended that an opportunity to meet with families individually and privately may aid in reducing threat of stigma. Parents in the Spanish-speaking focus group agreed that gaining consent from the child's father would be important, as he is often times the decision maker in the family. Along with consent, both parents and school staff members recognized the importance of mental health confidentiality on several levels. Staff members noted that parents need to be informed that school-based mental health records are separate from the child's school record. As one staff member voiced, "[parents are often concerned] because it [mental health service] is offered in a school setting that it will stay with the child for the rest of their time there, potentially 'labeling' them with the school." However, they also expressed concern about the children's ability to keep sensitive information shared in a group confidential.
Relational engagement Parents and staff both noted the importance of utilizing existing relationships to best engage families. That is, make use of school liaisons that have an existing relationship with parents to further facilitate engagement in a school mental health program and describe why it may benefit the child. Staff added that existing school organizations that parents trust can be key in creating engagement and spreading the word to other parents. Moreover, parents urged that school-based mental health clinicians make an effort to be "visible" within the school community and connect and build relationships with parents. For example, having the mental health clinician visible during drop off and pick up times, greeting people as they pass through the hallways, mingling with families during school events, and having him or her write up short notes to the families in the school's regular newsletters would enable families to view this person as part of the school community. A teacher complimented her school's principal on her weekly commentaries in the school newsletter and how helpful it would be for her to include program background, buy-in, and implementation material.
Parent engagement considerations during implementation
Implementation is defined here as the period of initial, active, or full program implementation. Both parents and staff emphasized the importance of parent involvement during the intervention and offered various suggestions for approaching and engaging parents during implementation.
Parent participation in treatment Most participants expressed the importance of including collateral parent sessions as the children are involved in groups. Staff believed that including parents to the extent possible during the intervention is critical for children at this developmental level, who may require assistance with homework or important concepts. They urged, "Discussing mental health with parents and common misconceptions" and having at least "three parent sessions for the groups, so that parents also get that psychoeducation piece and understand what their child is going through." Parents agreed that "teaching the parent about what is going on, so that they can further support their child once the program is over" is key. This would allow parents to continue to reinforce their child's skills and recovery at home, both during and after the group intervention is complete "because after the ten weeks you[clinician] are going to be gone." Parents also expressed that regular communication about what the children are learning week to week could be helpful. Finally, parents offered suggestions to provide some external motivation for parents to attend sessions.
Educator engagement
Pre-implementation educator engagement considerations
Related to educator engagement during the pre-implementation stage, school staff members raised two main themes: trust in the longevity and sustainability of the program and needing education about the impact of adverse events on students.
Sustainability and trust Several educators discussed the importance of having a sense of program sustainability and partnership in gaining and maintaining teacher buy-in. Other comments highlighted the need to believe that the program works and will be there for a while. Despite fears about sustainability, staff noted that teachers could be powerful partners in making the program successful if they believed in the program and its sustainability.
Awareness Some educators felt that many teachers recognize that their students are encountering these issues. In addition, they voiced that buy-in from these teachers could be achieved without much education, "Because it's so hard for these students to focus in class, because they're so worried about whatever trauma or whatever event is going on." For educators without as much awareness, staff recommended teacher education around how stressful, adverse, or traumatic events may impact classroom performance and potentially hinder students in the learning process. This would provide teachers with information about how to be more understanding of their students and also allow them to be more open to children being involved in a school-based mental health program.
Educator engagement considerations during implementation
Related to educator engagement during the implementation stage of the mental health intervention, school staff members raised two main themes: (1) need for ongoing communication between school therapist and teacher about intervention content and (2) need for teacher convenience (e.g., minimal class disruption).
Ongoing communication One teacher noted: "I don't let anyone go unless I know what they're doing because when my kids leave, I like to know how they're growing. " Other teachers spoke to the difficulty in letting students out of class and emphasized the importance of providing educators with information about the general content of the program and updates on their students' progress for credence of the program.
In another group, an educator offered a potential solution, "Maybe once the program starts, at the end of the week, the teachers who have students participating in the group can get a little email that says:'this week we taught them this and worked on this; if you want to support them you can do this or something they can do, like walk by that child and say 'count from one to ten backwards and take a deep breath.'" Many school staff members reiterated this sentiment of helping teachers feel included and integrated into the program.
Logistical considerations for school setting implementation School staff had numerous ideas about how to make the program fit within the school setting and be the least disruptive to education. Most teachers felt that it would be most beneficial to hold sessions consistently at the same time each week with advance notice of the full program schedule. As elucidated by one teacher: "If I knew ahead of time I would make a note of that or ask the mom to review the lesson or figure out some partner thing…something."
Although school staff agreed that 60-minutes group sessions were sensible, they highlighted that teachers may be concerned about this amount of time away from the classroom. Further, educators commented on the fact that children targeted for a mental health intervention may also be pulled out for other services. In terms of the best time of the day to pull students out of class for a group, some of the educators thought that the end of the day may be "less academic" in some elementary schools. In thinking about fitting the program into an elementary setting comprised of multicultural families, school staff also acknowledged that language may be an issue for younger students from non-English-speaking homes. Finally, they felt it would be beneficial to build off of existing school programs to the extent possible.
Discussion
Studies examining implementation in school-based settings are needed to improve effective implementation and services for children. While it is clear that school-based services can dramatically increase the number of children who receive needed mental healthcare, 26 improving child mental health also depends on effective implementation of programs. 36 Despite the plethora of effective evidence-based interventions for various childhood disorders (e.g., 48 ), the literature on evidence-based interventions neglects to consider school contextual factors that may affect implementation. 49 Further, the competing pressures of the education system and federal/state performance standards have implications for the implementation of mental health interventions in the school setting as well. 49 For example, mental health interventions can easily be perceived as a burden in a school setting. It is therefore imperative to understand the school context and relevant perspectives for effective implementation. Some have posited that engagement and buy-in across multiple stakeholders is an important approach (e.g., 38 ).
This study is a key step toward understanding perspectives from various stakeholders to increase engagement with the aim of facilitating successful program implementation. Overall, findings suggest that parents and school staff perceived parent and educator engagement as important themes for implementation in a school setting both prior to and during implementation. Specifically, parents and school staff considered information presentation as key to successful engagement in the pre-implementation stages. For example, presenting information in ways that reduce stigma and build trust by utilizing existing school relationships may foster parent consent and engagement in the program. Likewise, school staff noted the importance of building awareness of the impact of trauma on students. Parents suggested including information on how stress can impact students' functioning and learning presented in understandable language that is free of mental health jargon. Accurate and thoughtful translation was also highlighted as critical for engaging non-English-speaking families. Successful interventions with culturally diverse families include a focus on resilience as a key component of engagement and retention in the program, 44, 50 and a lack of accurate translation is a frequently cited barrier for engaging Spanish-speaking families. 43 Further, within the school setting, issues of confidentiality are more salient for parents. Unlike in a clinic setting where school and mental health records are clearly separate, school-based services need to clarify confidentiality of mental health records. Parents expressed concerns that the program would appear on school records or that teachers might treat a student differently if they knew they were in the group. Although schools can ensure confidential and separate mental health records, students may be seen going to group and there are always limits to confidentiality in group settings. In addition, teachers noted the importance of having some limited information about what students are doing in their group in order to collaborate with clinicians, support students, and plan for missed class time. It is likely that parents may be open to this type of sharing when they understand what types of information will be kept private from the outset. School-based programs must plan for explanation of confidentiality and privacy as early as possible to prevent concerns becoming a barrier for parents. The results of this study suggest some confusion about what appears on school records and what are the legal obligations of care providers. When parents are provided with clear information regarding confidential records, including limits to confidentiality (e.g., abuse of a child or elder), the opportunity for a trusting relationship is retained. Presentation of the program in ways that reduce stigma, along with teacher support of the program may assuage concerns regarding the limits of complete privacy in a school setting.
Relationships between parents and school personnel emerged as key for engaging parents in the program and parent psychoeducation sessions. Parents emphasized the importance of utilizing existing relationships with the school to engage parents in the program. Likewise, parents noted the need to feel that the clinicians are well integrated in the school community through clinician presence at other school events and parent meetings. During the intervention, parents emphasized a desire to know what their children are learning in the group, so that they can support them at home and understand the skills. Emphasizing the importance of parent participation and accountability may reduce intervention attrition and enhance or maintain treatment gains. Consistent with prior research, relational engagement can be fostered both among parents and between parents and school staff to enhance willingness to participate in school programs. 45 For example, results of this study suggest that both parents who are already involved in school programs as well as trusted staff members can reach out and engage other families.
Like parents, school staff also emphasized the importance of building trust and collaborating with teachers around logistical issues. School staff emphasized the sustainability of the program as key for buy-in. Staff did not want to invest in a program that would disappear once research was completed. A key to successful community partnership is engaging stakeholders in the project's process from preimplementation to successful completion to ensure sustainability in the community. Like parents, school staff also emphasized the importance of tying the intervention to school priorities-raising awareness for how stress impacts learning and academic achievement and how the program will benefit school engagement and performance. In addition, teachers emphasized ongoing updates from clinicians on basic skills students are learning in their groups in order to foster collaboration and enhance planning around missed class time. Thus, integrating a system to promote communication between parents, clinicians, and teachers is important for long-term sustainability of programs and continued trust and collaboration. Parents and teachers suggested numerous methods to achieve continued partnership such as weekly emails or letters, newletter updates, and regular phone calls.
Collaboration between mental health and school professionals is essential, however, understanding what specific factors are relevant to the implementation and sustainability in a school setting requires engaging stakeholders before and during implementation. A partnership approach can lead to successful intervention and program strategies that are supported by both parents and school staff. Community partnership emphasizes the mutual transfer of expertise and insights into the issues of concern, sharing in decision making and mutual ownership of the expertise, data, and products of the collaboration. Through such community partnership, more rapid and effective improvement in community health outcomes can be obtained and interventions have the potential to become more permanent fixtures in the community. 51 
Implications for Behavioral Health
The results of this study highlight the importance of taking a community-partnered approach in order to effectively implement behavioral health interventions, particularly those that will be implemented in community settings such as schools. A community-partnered approach within schools involves partnership at multiple levels of stakeholders-parents and families, school clinicians, teachers, and school administrators. Thus, prior to implementing a school-based program, a partnership at these levels must be initiated. As suggested by participants in this study, information can then be presented in a way that highlights strengths and reduces stigma, while also capitalizing on existing positive relationships within the school community. Issues of confidentiality and trust should be discussed upfront so that they do not become barriers to program participation. Finally, assurance that the program has some long-term sustainability increases the willingness of both parents and educators to participate and support the program, as well as problem solve how to fit the program into the logistics of each school. When multiple levels are engaged, key insights, such as those highlighted in this study, are gained and when addressed increase the potential for successful buy-in and implementation of school mental health programs. The next steps of this community-partnered research and implementation involve working with school-based clinicians to deliver the program (Bounce Back) in a way consistent with the recommendations found in this study, while partnering with the research team for evaluation. As part of this process, regular meetings with stakeholders are key.
